for the family physician 


Volume 58 August, 1951 


Editorial 


i 
' 


" Functional Heart Murmurs 
1 1951 by Frederic R. Stearns, M.D. 


Original Articles 


Treatment of Congestive Heart Failure .... 203 
by Nathan Flaxman, M.D. 


Management of Diarrhea in Infants 
and Children 
by Carl Weihl, M.D. 


Sterility in the Male 
by W. F. Melick, M.D., F.A.CS. 


Urinalysis by Gutta Test 
by C. L. Ramsey, M.D. 


Intestinal Polyps 
by Leonard M. Asher, M.D. 


The Q-Test 
by Nino Ferrero, M.D. 


Case Presentation 
Diagnostic Suggestions 
Therapeutic Suggestions 
Book Reviews 





i 


many days relief 


5 


allergic 


a avbeaY 


noses 


The redesigned Pyribenzamine 
Nebulizer is only slightly larger 
than the original one but holds 
twice the quantity of Pyribenza- 
mine Nasal Solution 0.5%. 

A mist of the potent antihis- 
taminic Pyribenzamine® (tripel- 
ennamine) hydrochloride is dis- 
tributed by the Nebulizer through- 
out the nasal passages. Relief is 
usually prompt and prolonged, 
with virtually no possibility of 
systemic side effects. 


New 


Pyribenzamine 
Nebulizer 


. 
Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 





EDITORIAL 
——— 


functional Heart Murmurs 


by FRE) ERIC R. STEARNS, M.D. 


Editor 


The general practitioner frequent- 
ly is confronted with the question 
gs to whether a heart murmur is 
wganic ‘pathological) or functional 
(nonpathological). Functional heart 
murmurs may be defined as sounds 
audible at a region where no pa- 
thology of heart of vessels is respon- 
sible for their origin. P. D. White, 
F. D. Adams and B. Crain (Note 
on Cardiac Murmurs—Recommen- 
dation for a Revised Terminology, 
Am. J. M. Se. 52:203, 1942) have 
subdivided the functional murmurs 
into a) intracardiac or intravascular, 
and b) extracardiac which are either 
cardiopulmonary or pericardial. In 
order to be sure that a murmur is 
functional the examiner must ex- 
clude with certainty organic mur- 
murs. The following leads may be 
of assistance: a murmur may be 
considered organic when the previ- 
ous medical history of the patient 
shows evidence of scarlet fever, 
thumatic fever, repeated severe 
sre throats, acute kidney disease 
in childhood, angina pectoris, coro- 
nary disease, dyspnea in attacks at 
tight, edema and cyanosis; when on 
examination arteriosclerosis, hyper- 
tension, hyperthyroidism, hypothy- 
widism, edema or cyanosis are 
found ; when the heart examination 
i particular reveals heart enlarge- 
ment, systolic or diastolic thrill, en- 
gorgement of neck veins, auricular 
® ventricular fibrillation, heart 
block, severe and continuous pulse 
regularities; when the chest x-ray 
shows heart enlargement, or other 
abnormalities of heart and aorta; 
when the electrocardiogram points 
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to organic heart disease. If all these 
factors can be excluded with cer- 
tainty, a murmur may be classified 
as being functional. As to extracar- 
diac murmurs one should bear in 
mind respiratory murmurs which 
are due to friction of the heart on 
the lung during respiratory move- 
ments, and pericardial sounds which 
are brief and of the rubbing variety. 
In this connection a sound should 
not be forgotten which does not be- 
long properly with extracardiac mur- 
murs but which may give rise to 
some diagnostic perplexity. M. Solis- 
Cohen (Am. J. M. Sc. 210:333, 1945) 
emphasized the relatively frequent 
occurrence of the so-called xipho- 
sternal crunch; this is a crunching 
sound best heard over the ensiform 
cartilage and the lower part of the 
sternum accompanying the heart 
sounds; according to this author it 
has no pathologic significance, yet 
should not be mistaken for either 
cardiac murmur or _ pericardiac 
friction. 

The differential diagnosis of func- 
tional systolic heart murmurs is of 
special significance. Systolic mur- 
murs are very frequent. According 
to W. Sodeman (The Systolic Mur- 
mur. Am. J. M. Sc. 208:106, July 
1944) an incidence rate as high as 
40 to 70 percent has been found in 
children, and even in adults an aver- 
age incidence rate of 30 percent 
has been reported. Systolic murmurs 
at the apex (not transmitted) may 
be purely functional; yet, they can 
be considered as such only when 
all diagnostic means have been used 
to exclude an organic etiology. Sys- 
tolic murmurs in the pulmonary 
area in children may be considered 
functional with a high degree of prob- 
ability; in these cases also all di- 





EDITORIAL 


agnostic measures should be ex- 
hausted before making a diagnosis 
of functional murmur. Systolic mur- 
murs in the aortic region are or- 
ganic in the majority of cases. On 
the other hand, systolic murmurs 
confined to the tricuspid region are 
believed to be functional when no 
enlargement of the heart is present. 


The loudness of a systolic mur- 
mur is no absolute criterion for the 
differentiation of organic and func- 
tional murmurs. although there 
seems to be agreement that mur- 
murs of high intensity should be 
classified as organic-pathological 
murmurs. Faint murmurs, on the 
other hand, particularly those which 
can be detected only after exercise, 
are believed to be, in the majority 
of cases, functional murmurs. Con- 
sidering the quality it has been stated 
that harsh, musical murmurs and 
those of low pitch are generally or- 
ganic murmurs while soft and blow- 
ing murmurs and those of high pitch 
belong more frequently with the func- 
tional class. It hardly has to be em- 
phasized that all murmurs which are 
transmitted are pathological mur- 
murs; yet, inconstancy or constancy 
of a murmur are not characteristic 
for either organic ur functional char- 
acter. 


NOTES on MEDICAL STATISTICS 


There are authors who would like 
to have the term ‘“‘functicnal” 1.) 
served for murmurs such as found 
in arterial hypertension, the Austip. 
Flint murmur in aortic insufficiency, 


the Graham Steel murmur which isi. 


associated with pneumonic _ insyf- 
ficiency, and murmurs due to myo. 
cardial involvement; in this cop 
nection G. M. Decherd and 0, YV. 
Beard (Texas Rep. on Biol. & Med, 
2:119, 1946) have stressed that there 
are diastolic ‘functional’ murmurs of 
this type such as the diastolic mur 
mur in the aortic region in hyper 
tension and the just mentioned Au. 
tin-Flint murmur. While these mu. 
murs are not due to an impairment 
of the heart valves they are due to 
a cardiac pathology elsewhere. As 


the common concept of ‘functional’ y 


murmurs seems to stress the non 
organic, non-pathological character, 
the application of the term ‘func. 
tional’ (though logically incontesta- 
ble) to these murmurs would prob- 
ably create confusion. 


(lit. A. Flint. Am. J. M. Sc. 4: 
29, 1862 — I. N. Wolfson. New Engl. 
J. Med. 233:757, 1945 — S. A. Levine, 
J.A.M.A., 101:436, Aug. 5, 1933 — 
A. M. Master. Arch. Int. Med. 81: 
518, April 1948 — M. J. Shapiro. Am. 
Heart J. 17:416 April, 1939 — G. M. 
Decherd. J. Ins. Med. 2:40, 1949) 


HOMICIDE 

20% of all deaths in the United States result from violence or occur 
unexpectedly from obscure causes. This amounts to about 300,000 
each year; 50% of these die from unclarified causes. About 13,000 to 
14,000 murders are officially listed, one murder per 10,000 population. 
(Editor. Comment. The J. of the Kansas Med. Soc. 10:577, Oct., 1950) 
The Statistical Bull. of the Metrop. Life Insur. Comp. (8:9, Aug., 
1950) gives a somewhat lower figure, namely 8,500 lives lost from 
murder in the United States per year. More than half of these are 
killed by firearms. There were 6.8 homicides per 1,000,000 population 
in 1931, 2.6 in 1944, 3.5 in 1947 and about 2.6 in 1949. 
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Treatment of Congestive Heart Failure 


"By NATHAN FLAXMAN, M.D. 


Associate in Medicine, Chicago Medical 
School; Attending Physician, Manor 
“Biospital, Chicago, Illinois; Diplomate, 
American Board of Internal Medicine. 


Due to hypertensive,! arterioscle- 
ntic (coronary),? rheumatic,? or 
yphilitic' heart disease, congestive 
heart failure appears gradually or 
rpidy. It may be with symptoms 
mainly, of left ventricular failure, 
ow signs only, of right ventricular 
failure, or with both the symptoms 
and signs of combined failure.® 


The patient seeks relief from the 
symptoms or signs of failure, or 
both, not for the etiologic factor un- 
derlying it, the size of the heart, 
the murmurs, or the electrocardio- 
graphic findings. These are impor- 


“"Bpiant in the interpretation of the entire 


dinical picture, but it is the patient 
himself, suffering due to the car- 
diac insufficiency, who is the im- 
mediate treatment problem. 


Restricted Activity 


Before seeking medical attention, 
lhe patient is already restricted due 
0 the symptoms. Further limita- 
tons are not necessary, except in 
ihe presence of isolated right ventri- 
ular failure to prevent the left-sided 
nsufficiency. Any curtailment of ac- 


happen if the patient doesn’t restrict 
activity are best omitted. 

Bed-rest requires judgement in its 
se.° The male cardiac, as a rule, is 
‘difficult subject to hold down. As 
lng as he can put on and take off 
tis pants without aid, bed-rest is not 
iicated. Any cantankerous male is 
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co-operative as long as he does not 
have to be on absolute bed-rest, use 
a urinal and a bed-pan. A comfort- 
able rocker or chair, along with a 
commode, at the side of the bed, so 
that he can move in an area of two 
square feet, is all that he requires. 
Sooner or later, should his condition 
become such that absolute bed-rest 
is necessary, the fact that he may 
again be able to use the chair and 
the commode, present in his vision, 
spurs him on to recovery. One has 
to be cautious in ordering bed-rest 
for the female cardiac. She may 
plummet into bed and resist all ef- 
forts to arise, long after the symp- 
toms have subsided. Despite this 
modern age, the pants test is not 
applicable to her. The rocker and 
the commode idea are also of no 
value with her. 


Oxygen 


Provided it is readily available, 
oxygen is of value in the rapid de- 
compensations. In the gradual fail- 
ures it is not needed, and it is of 
little value in acute pulmonary 
edema. It may be given by nasal 
catheter, mask, or tent, depending 
on the availability and the reaction 
of the patient. It may be valuable 
for immediate use, from 12 to 36 
hours. Beyond that the patient be- 
gins to feel that he cannot breathe 
without a continuous oxygen flow. 
This creates another, and some- 
times, much more difficult problem. 
The use of oxygen in the treatment 
of congestive heart failure is too 
often exaggerated beyond the im- 
mediate and urgent need. 


Sedatives and Hypnotics 


Attention to the use of sedatives 
in treating decompensated patients 
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is well worth while. Apprehension, 
nervousness, and insomnia aggra- 
vate the symptoms. These are 
ceused by dyspnea, orthopnea, pain, 
or palpitation, and, in turn are made 
worse by the contributing factors. 
A vicious circle exists that can be 
broken readily. A sedative, such as 
phenobarbital, seems to work out 
better when given in small divided 
doses during the day. A %4, % or % 
grain tablet Q.I.D. may do wonders 
in the control of such symptoms. A 
combination, such as Elixir Pheno- 
barbital and Elixir Thiamin, half 
and half, in tablespoon doses T.I.D., 
works well. The properly sedated pa- 
tient faces the long night with con- 
siderably less apprehension, which 
decreases the insomnia. 

Morphine? is a necessity in the 
treatment of these patients. The 
more urgent the symptoms, the 
greater the need for morphine. Ex- 
cept in the elderly cardiac patient, 
a parenteral dose of % to a % grain 
is needed. Smaller doses often have 
to be repeated for the relief of severe 
dyspnea and orthopnea, or (with 
atropine gr. 1/100) for acute pulmo- 
nary edema. Morphine is given only 
as long as is necessary, then 
stopped. This applies especially in 
the care of female cardiacs. How- 
ever, once the need is established as 
the only means of temporary relief, 
there should be no hesitation in its 
use. A great deal could be said of 
the dangers of addiction, but there 
are times when such an aversion is 
the only means of giving the cardiac 
any help at all in the few remaining 
days. 


Fluids, Diet, Salt, and Laxatives 

From any viewpoint these are all 
important considerations. Edema- 
tous patients are seen who are de- 
hydrated and uremic because of re- 
strictions that come and go like fads. 
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I make no mention or issue of fluids 
one way or the other, as long as thd 
average amount is consumed daily! 
Forced fluids, excessive amounts, 9 
fluids by the intravenous route ar 
of little value, except on an extreme 
ly rare occasion. It makes little dij 
ference what the patient drinks, an 


alter their diet long before receiving 
medical attention.!° He loses weight, 
and the edema, although he js 
cardiac with insufficiency, may be on 
a nutritional basis..1! I have seen se. 
verely decompensated patients sur. 
vive the hot-dog and pop-corn type 
of diet. Food is not an issue here 
Dictated meals generally are not the 
patient’s choice or relish. 


Salt, in the diet of cardiacs, now 
is such an issue that I hesitate to 
give my experience. For 20 years] 
have watched the salt restriction 
movement, first from the chloride; 
then from the sodium standpoint in 
sheer amazement. Most cardiacs 
suffer from lack of salt, not because 
of it. Sodium is spoken of more free- 
ly than available data warrant.” 
Lack of salt causes anorexia and 
decreases the normal desire for liq 
uids. Salt substitutes are poor ex 
cuses for required salt. In fact, the 
concentration of sodium in serum i 
heart failure has been more dis 
cussed than investigated.'* Salt in 
take must be maintained, where 
mercurial diuretics are given, (0 
prevent the depletion syndrome.” 


Laxatives are a necessary part Oj 
the treatment. Venous congestion 
lack of fluids, anorexia, and insom 


dyspnea is often precipitated by 4 
distended abdomen. The milder lax 
atives, such as cascara and rhubar 
compound, work well in the averagt 
cardiac. Enemas are best avoided 
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in seriously decompensated patients, 
as bed-pan deaths!4 following forced 
evacuation occur frequently. 


Digitalis 

This ‘s the only cardiac drug of 
value in the treatment of congestive 
heart failure. Digitalis does not im- 
mediately save the life of the de- 
compensated cardiac, but most pa- 
tients with congestive heart failure 
cannot live comfortably, or even 
live, without it.!5 There is no ur- 
gency in giving digitalis, even in the 
severe acute decompensation. Re- 
gardless of the route used, it takes 
2to 24 hours to be effective. I have 
yet to use any but the oral route of 
administration. It is not so much 
which preparation as the manner in 
which it is given. My preference is 
for the whole-leaf preparations in 
tablet or tincture form. The dosage, 
best indicated by trial and error, is 
advisable on an individual basis. The 
amount of drug necessary cannot be 
calculated according to weight, age, 
or the degree of failure. Mathemat- 
ical calculations do not work at all. 
By omitting the drug one day a week, 
because of its known cumulative ac- 
tion, whole-leaf digitalis causes little 
trouble. Whereas, underdosage was 
frequent 10 to 20 years ago, over- 
dosage became quite common in the 
past 10 years.'® There need be no 
hesitation in stopping digitalis for 
several days when doubt exists as 
to the appearance of anorexia, nau- 
sea, diarrhea, or neurological mani- 
festations,17 in cardiacs with failure 
under treatment. Nor does the push- 
ing of the drug, when symptoms and 
signs increase, help, as this may be 
asign of digitalis toxicity.1§ 


The improvement in the condition 
of the patient and the signs of drug 
action on the myocardium in the 
sound and feel of a stronger, fuller 
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beat, are the best indications of the 
effectiveness of digitalis. The elec- 
trocardiogram is important in the 
detection of toxicity, especially in 
the use of digitoxin preparations,’ 
but it does not serve as a guide to 
digitalis therapy. Effective use of 
this valuable drug requires thought 
and care, and does not depend on 
the categorical statements in the lit- 
erature of drughouses interested ex- 
clusively in the sale of their partic- 
ular digitalis preparation. 


Diuretics 


The whole tribe of diuretics is ac- 
knowledged to be uncertain, and 
often to disappoint the most rational 
expectations.2° 140 years later there 
is one exception, the mercurial di- 
uretic. I do not use or advise the 
use of such drugs routinely from the 
first day of treatment. All the oral 
diuretics, the theobromine and theo- 
phylline preparations mainly, are 
completely overshadowed by the ef- 
fectiveness of the parenterally ad- 
ministered mercurial. I have used 
them all; Salyrgan, Novurit, 
Mercupurin, Salyrgan-Theophylline, 
Mercuzanthin, Mercuhydrin, and 
Thiomerin, with good results and few 
reactions. Better results seem to be 
obtained by (1) digitalizing the pa- 
tient first, whether this takes 2 days 
or 2 weeks, (2) allowing the patient 
to have fluids and salt as desired 
without faddist restrictions, (3) giv- 
ing the amount of mercurial as need- 
ed, not 2 cc. but 1 cc., and not daily 
in 99% of the patients, and, (4) keep- 
ing in mind that spontaneous redig- 
italization?1 can occur. 


Acidification with ammonium chlo- 
ride is done only where one or more 
mercurial diuretics fail. It is advis- 
able to use enteric coated 7% grain 
or one gram tablets in adequate dos- 
age, 90 to 160 grains daily, for 4 to 
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8 days before trying the mercurial 
diuretic again. For ease of adminis- 
tration, as it is given subcutaneously, 
absence of major reactions, and 
excellent results, Thiomerin is the 
mercurial diuretic of choice today2?. 
In the elderly cardiac?’ or in chron- 
ic decompensations, caution must be 
exercised in the use of any mer- 
curial diuretic. At no time should 
this become a daily routine for the 
nurse. There is probably no other 
disorder in which the different ele- 
ments of treatment are so depend- 
ent one on the other for success as 
in congestive heart failure?#. 


Summary 


In the treatment of congestive 
heart failure the care of the patient 
comes first. Up to this point his 
heart adjusted itself readily to the 
varying needs; it now becomes es- 
sential for the patient to adapt him- 
self to the decreased efficency of 
his heart. 


First considerations of treatment 
are restricted activity, bed-rest, oxy- 
gen, sedatives and hypnotics. These 
measures allay the symptoms, im- 
mediately to some degree, although 
only temporarily. 


Second considerations include a 
proper fluid intake, adequate food 
and salt, and the use of laxatives. 
These measures are necessary to 
prevent dehydration, nutritional, de- 
iciency, the salt depletion § syn- 
drome, and abdominal distention. 


The third consideration is digita- 
lis, administered orally, preferably 
in whole-leaf from. There need be 
no urgency about its absorption, ex- 
cept in the extremely uncommon in- 
stance. Pusing digitalis by vein and 
in single large doses in not only need- 
less, but is frequently disastrous. 


Finally, the use of diuretics is con- 
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sidered, if necessary, and jot rop. 
tinely. The preparation of choice js 
the subcutaneously administered 
mercurial diuretic, given in 1 ¢,¢. 
doses as often as is necessary, in 
the presence of a digitalized heart 
of a cardiac who has an adequate 
fluid and salt intake. 


Simultaneous administration of al] 
these measures immediately to the 
patient who suffers with a conges. 
tive heart failure becomes too great 
a load for an already overburdened 
heart. 
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Management of Diarrhea in Infants and Children 


By CARL WEIHL, M.D. 


Management of acute diarrhea in 
infants and children has made great 
progress in the past decade, with a 
consequent marked decrease in the 
morbidity and mortality rates. In a 
rational approach to the therapy of 
diarrhea it is of paramount import- 
ance to determine the causative 
agent in any given case, and the 
specific therapy of choice should 
such an agent be identified. Vigorous 
symptomatic therapy must be in- 
stituted often long before the real 
cause may be elicited. In many in- 
stances, however, the physician will 
find it impossible to point to any 


one etiologic agent as the underlying 
cause. 


TYPES: The specific diarrheal 
disorders in infants and children no 
longer present the problems in pro- 
longed management that they for- 
merly did. Bacillary dysentery, sal- 
monella infections (including ty- 
phoid), and amoebic dysentery may 
be effectively treated with the newer 
broad-spectrum antibiotics (Chloro- 
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mycetin, terramycin, and aureomy- 
cin, in order of effectiveness); sulfa- 
diazine is also quite effective in 
many cases of bacillary dysentery. 


Parenteral infections, formerly 
thought to play an important role 
in the causation of concomitant di- 
arrhea, no longer are considered of 
importance, and the early use of 
sulfonamides and penicillin has suc- 
cessfully brought under control most 
of these infections before any gastro- 
intestinal upset has been in ev- 
dence. 


Epidemic diarrhea of the new born 
is still a grave problem. Recent 
studies (1,2) have demonstrated spe- 
cific viruses as the causative agent 
in certain outbreaks. Therapy, how- 
ever, is still chiefly symptomatic. 


The great majority od diarrheas 
in infants and children occur with 
out demonstrable cause, though in 
most of them direct contamination 
of food by bacteria and/or viruses 
has occurred. It is in this group that, 
lacking specific treatment, one mus! 
depend upon symptomatic therapy. 
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Treatment 


MILD DIARRHEAS: Mild cases 
may be managed effectively and 
simply in the home. Breast fed in- 
fants scldom, if ever, require ces- 


iu cation of feedings because of diar- 


thea; substitution ot 5% glucose so- 
lution ( tablespoons of corn syrup 
or tablesugar/quart water) for 1 or 
9 feedinss usually suffices, with the 
gradual resumption of shorter per- 
ids at ‘he breast, supplemented by 
glucose water, for 24 hours. The 
mother’s breasts must be emptied 
artificiaily until full feedings are re- 
sumed, so that lactation is not im- 
paired. 

Artificially fed infants should be 
given only 5% glucose solution for 
% to 48 hours. In addition, enough 
salt should be added to the daily 
feedings to supply 1 to 2 grams of 
NaCl (one-third teaspoon). Small 
feedings (1 to 3 oz. every 3 hours) 
of boiled skimmed milk (5% sugar 
added) may be started in 24 hours 
if the diarrhea has subsided; addi- 
tional 5% glucose water should be 
given to maintain a daily fluid in- 
take of 212-3 oz./lb. in infants. After 
24 to 48 hours on skimmed milk, 
the regular formula may be re- 
sumed, and additions to the diet 
made at 24 hour intervals thereaft- 
er, 

In children over 2 years of age, 
aclear liquid diet for 24 hours will 
usually suffice for the treatment of 
mild diarrhea. 

Antibiotics and sulfonamides may 
be used when a specific bacterial 
agent is suspected or where a con- 
comitant parenteral infection exists; 
aureomycin, while apparently ef- 
lective against some viral agents, 
exerts little effect in the treatment 
of non-specific diarrhea. 

Numerous drugs (kaolin, kaopec- 
late, pectin agar, bismuth, apple 


powder) are employed to decrease 
the time required for the develop- 
ment of formed stools. Generally, 
they are superfluous in mild diar- 
rheas and ineffectual in severe ones. 
The use of opiates (paregoric) is to 
be condemned in the treatment of 
small infants with diarrhea; in older 
children, however, it may be em- 
ployed in doses of 1 to 4 cc. for 
symptomatic relief. 


SEVERE DIARRHEA: Severe 
cases, characterized by frequent 
large, liquid stools, vomiting, fever, 
dehydration and acidosis are most 
adequately treated in the hospital, 
since they invariably require the 
administration of parenteral fluids 
for rapid recovery. It is in these 
patients that great progress has been 
made in therapy by the use of con- 
sistent, planned intravenous admin- 
istration of fluids. 

Initially, where possible, a chem- 
ical evaluation of the patient (pH, 
CO, Cl) gives a reliable measure 
of the degree of acidosis and the 
amount of chloride loss through 
vomiting and stools. An NPN will 
further indicate the degree of loss 
of renal function, as well as the 
hemoconcentration, which is also re- 
flected by a relatively high hemo- 
globin that may fall precipitously 
with subsequent hydration. A stool 
culture should also be taken on ad- 
mission, in addition to the routine 
blood count and urinaylsis. 


Intravenous fluid administration is 
the method of choice, and can be 
done with simple equipment once the 
techniques of venipuncture is learn- 
ed. (3). The needle is taped securely 
into a foot, wrist, or scalp vein, 
an infusion of saline is started at 
once. About 10 cc. of saline/Ib. 
bodyweight is given stat with a syr- 
inge over a period of several min- 
utes, and then the drip is regulated 
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to provide at an even rate the esti- 
mated fluid requirements over the 
next 24 hours. 


The fluid requirement for the first 
24 hours is calculated simply: if the 
patient is moderately dehydrated he 
receives his usual saline require- 
ment (100-125 cc. daily for infants), 
plus an additional 5% of his body- 
weight as saline containing fluid (sa- 
line, glucose in saline, plasma, blood 
or any combination of these). If sev- 
erely dehydrated he received the dai- 
ly requirement plus 10% of his body- 
weight as saline containing fluid. If 
the CO., combining power is less than 
30 volumes %, it is corrected to 45 
volumes % by the administration of 
3.5% NaHCO,., following which the 
continuous drip is resumed. The sa- 
line should be given over the 24 
hours in several doses, and not all 
at once. 


Thereafter, in each 24 hour period, 
the patient is given enough saline 
containing fluid to fulfill his daily 
requirement (100-125 cc.) and, if di- 
arrhea continues, to replace electro- 
lyte lost in his stools. Where pos- 
sible, daily serum chloride deter- 
minations aid greatly in assessing 
how much additional saline must be 
administered. The remainder of the 
daily fluid intake (150 cc./kilo, 
or 2 oz/lb.) is given as 5% glucose 
water for the first 24 hours and 
every 24 hours thereafter. Plasma 
is given if the patient is in shock 
on admission, or if severely mal- 
nourished. Whole blood may be ad- 
ministered only after hydration is 
accomplished, since the hemoglobin 
often falls to 7-9 grams following 
restoration of circulating blood vol- 
ume. 


The diarrhea often subsides in 1 
to 2 days, at which point two small 
feedings (1 ounce) of 5% glucose 
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water are given at three hour inter. 
vals. If these clear feedings are re. 
tained, boiled skimmed milk ( with 
10% corn syrup added, if desired) 
is fed in small amounts ( one ounce) 
every three hours. The I.V. by that 
time is usually discontinued. Skim. 
med milk is given every three hours 
for 24 hours, and, if there is no 
recurrence of diarrhea, is increased 
gradually in amount until the patient 
is receiving his daily fluid require. 
ment by mouth. Until this time LY. 
fluids or hypodermoclyses ( with hy- 
aluronidase, or Alidase®, added) are 
given to supply as much extra fluid 
as necessary to make up the total 
daily fluid requirement. After 24 
days the patient may be changed to 
a standard evaporated milk formula, 
and then discharged in 1 to 2 days. 


Where intravenous alimentation 
cannot be given, hypodermoclyses 
with Alidase® added will permit the 
infusion of relatively large amounts 
of fluid; care must be taken, how- 
ever, not to use hypertonic fluids. 


In chronic cases the use of par- 
enteral potassium chloride may be 
employed to replace intracellular 
fluid loss (4); vitamin K should be 
given daily to these patients (5) also, 
as well as water-soluble polyvita- 
min solutions. In addition, an effort 
should be made to meet the patient's 
daily caloric and protein require 
ments parenterally where this is not 
yet being done orally. Chung (6) has 
recently advocated the use of high 
caloric feedings during the initial 
phase of treatment, along with intra- 
venous fluids, thus increasing the 
absorption of nutrients and lessening 
the deficits incurred during the ill 
ness. Where vomiting is present this 
is neither feasible, nor safe, partict- 
larly when the child is restrained 
in the recumbent position for the 
administration of parenteral fluids 
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Sulfadiazine or one of the new 
broad-spectrum antibiotics should 
be given on admission and until 
symptoms subside. They are best 
given parenterally at first (every 12 
hours); when oral feedings are re- 
sumed, they may then be given or- 
ally every six hours. 


EPIDEMIC DIARRHEA OF THE 
NEWBORN: These patients should 
be accorded the same treatment out- 
lined above; this is still a serious 
disease with a high mortality rate. 
It is of utmost importance to iso- 
late all suspected cases at once, and 
to close the newborn nursery in the 
hospital to further admissions until 
it is established that an epidemic 
does not exist. If an epidemic does 
occur, the nursery should be emp- 
tied, thoroughly cleaned, and allow- 
ed to air for 48 hours before ad- 
missions are resumed. 


Prophylaxis 
Diarrhea is much more frequent 
in artificially fed infants (3); hence, 


every effort should be made to 
breast feed babies. Where artificial 
feeding is necessary, strict attention 
to proper sterilizing of equipment 
and preparation of formulas must 
be secured. Diarrhea goes hand in 
hand with poverty, ignorance, un- 
cleanliness, and substandard living 
conditions; until these are elimi- 
nated, the physician must continue 
his efforts to lessen the high mor- 
bidity and mortality rates of diar- 
rhea among infants and children. 
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Sterility in the Male 


By W. F. MELICK, M.D., F.A.C.S, infertility must be recorde: along 

. with previous marriages anil possi. 
Assistant Professor of Clinical Urol., le children. Any contraceptive 
St. Louis University School of Medicine. measures which may have been used 


In evaluating the childless couple, *7© also worthy of note. 


while one must of necessity consider A detailed sex history must then 
them as a unit, it seems certain that be obtained. The examiner should 
the male is definitely at faultin many at least note the frequency cf coitus, 
instances. The evaluation of the male the ability to properly perform the 
for sterility is a comparatively re- act, and any sexual difficulties that 
cent development in clinical medi- may exist between the patient and 
cine. To determine the fertility or his wife. Recently the psychosomatic 
sterility of any given male, an arbi- aspects of sterility have been ip. 
trary standard which one must com- creasingly emphasized, (2,3) and the 
pare with is considered as repre- examiner should also be aware of 
senting the normal male. In the past these factors. One has only to see 
there has been a tendency to hold several of these patients to be aware 
up some one phase of the semen Of the terrific pressures at work upon 
examination, for example, the mor- them in the form of drives to have 
phology, or the total count, as all children and fears that they will be 
important. This somewhat confusing the ones at fault. 
situation has been recently clarified 
by a report of a committee of the Physical Examination 
American Society for the Study of A routine physical examination is 
Sterility. They have set up new necessary with particular emphasis 
standards as to what constitutes a on blood pressure, pulse rate and 
normal semen specimen. 1) The signs of possible endocrine dis- 
evaluation of any male for sterility orders. A more detailed emphasis 
must be systematic and all inclusive should be placed on the genito-uri- 
of the following steps if serious er- nary system. The penis should be 
rors are to be avoided. checked for scars and anomalies. 
The size, shape and consistency of 
the testes should be carefully re 
A complete medical history of all corded. Then the vas and epididymis 
ilinesses must be taken. Of particu- on both sides should be palpated 
lar importance are chronic febrile for congenital detachment, scarring, 
illnesses, mumps or other orchitis, or inflammatory beading. The pros- 
and venereal infections. Surgical tate and prostatic secretion should 
procedures, particularly herniorrha- be checked and recorded. 
phy and scrotal operations must be 
listed. Possible exposure to radia- Laboratory Studies 
tion and occupations frequently give A minimal laboratory study should 
valuable clues. The habits as to diet, include complete urinalysis, blood 
rest or overwork, drugs, tobacco and count and serology. Other tests may 
alcohol are also of importance. The be indicated if the semen studies 
length of marriage and duration of are abnormal, particularly the basal 
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metabolic rate, and in selected 
cases, perhaps the 17 Keto-steriods 
and follicle stimulating hormone ex- 
cretion. 




















Semen Study 


Prope: collection of the specimen 
is quite essential. The dangers of 
condom specimen collection have 
been repeatedly emphasized in the 
literatue. However, for Catholic pa- 
tients the punctured condom method 
of collection is the first to try. If 
there is evidence of poor motility, 
or longevity, on such a specimen, 
then it has been suggested that a 
technique of withdrawal before com- 
plete ejaculation can be used. (4) 
As a matter of fact, if the condom 
is carefully washed out, dried thor- 
oughly, and as soon as possible the 
contents transferred to a clean, dry, 
tightly corked bottle, most of the ob- 
jections to the method are obviated. 
It must be kept in mind that the 
vlume measurement will be slight- 
ly lower when compared to stand- 
ards where the specimens were col- 
lected by masturbation. 


The specimen should be taken aft- 
er an abstinence of at least four 
days. The bottle must be clean, dry, 
and kept tightly corked. The speci- 
men should be kept at 
temperature or below, and the ex- 
amination started within an hour or 
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re- @iwo of the time that it is collected. 
mis @{ any abnormalities are found, two 
ated Mor three more specimens must be 
‘ing, @&xamined to insure that the abnor- 
ros: MMality is constant. If a condom is 
ould Hsed as noted above, and the motility 
and longevity is not normal, then 
the subsequent specimens must be 
collected by withdrawal before com- 
ould Pete ejaculation. 
jlood The following are the requirements 
may hich have been set up and which 
udies Hate commonly accepted as normal 
pasal Mor the male: 
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1. Liquefaction: usually this is 
complete within 30 minutes and 
the viscoty is then such that 
the specimen will just drip from 
a glass stirring rod. 


2. Volume: usually 2.5 to 5cec. Mc- 


Leod (5) in studying 800 men 
of known fertility found the vol- 
ume to be between 3.43 and 3.19 
ce. 


3. Cell count: the average normal 
value is 60 million sperm per 
cc. The total count, namely 
sperm per ce. X volume of 
specimen in cc’s., should be at 
least 150-200 million sperm per 
ejaculate. 


Technique: After the semen 
has liquefied, draw it up to 
the 0.5 mark in a white blood 
cell pipette and dry the end. 
Then fill with a saturated so- 
dium bicarbonate solution con- 
taining 1% formalin. Fill 
counting chamber and count 
sperm heads in the 5 smallest 
blocks. Add 6 ciphers and then 
this equals the count in millions 
per cc. 


4. Motility: average findings at 
room temperatures in tightly 
stoppered bottle are: 

2 hours — 60-70% good, pro- 
gressive motility. 
6-8 hours—25-40% 
gressive motility 

5. Morphology: 80% of the sperm 
heads should be normal in sev- 
eral hundred counted. For all 
general purposes normal heads 
are oval and are all about the 
same size. The most obvious 
and frequent deformities are ta- 
pering, micro, and macro 
forms. Blum’s stain while pri- 
marily intended for viability 
gives a good idea of morpholo- 
gy. (6) 


good, pro- 
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Technique: A small drop of the 
semen is placed on a clean 
glass slide together with a sep- 
arate drop of 5% eosin (blu- 
ish) in distilled water, and a 
drop of 10% nigrosin in dis- 
tilled water. (Drop of eosin 
should be twice size of semen 
drop and nigrosin four times 
as big). With glass rod quickly 
mix eosin and semen then add 
nigrosin and spread in thin 
smear. Stain solutions are sta- 
ble if kept separate. Slides will 
fade with time and should be 
examined immediately or 
within 24-48 hours. Live (via- 
ble) sperm do not stain and 
appear clear against a dark 
background. Dead sperm stain 
red. 


Testicular Biopsy 

Testicular biopsy is probably in- 
dicated more frequently than it is 
actually performed. All patients 
showing persistantly abnormal se- 
men specimens should be biopsied. 
The technique of biopsy is relative- 
ly simple. With aspetic conditions 
and under local novocain anesthesia, 
the testis is steadied under the scro- 
tal skin, and a small incision car- 
ried down to the tunica. A small 
stab wound is made in the testis 
and a small portion of the tubules 
usually exude through. These can be 
cut free with a small scissors for 
biopsy. One or two interrupted su- 
tures of fine catgut are sufficient 
to close the wound. A scrotal sus- 
pensory is applied and the patient 
can be sent home. While it is ad- 
vocated that the patient can be am- 
bulatory at once, it is my opinion 
that it is better for the patient to 
rest in bed the day of the procedure. 


Charney, (7) reporting on 300 cases 
believes that testicular biopsy can 
classify pathology of the seminifer- 
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ous tubules into three groups. First 
developmental lesions, caused either 
by insufficient hormonal stimulatio, 
or by inability of the testes to rm 
spond, and was found in 18% ¢ 
cases. Second, degenerative lesion; 
occuring after the tubules had fully 
matured after maturation. While all 
pathologists are not in agreement 
with this classification, one fac 
seems to be important, and that js 
that in all but 18% of his cases ge. 
vere degeneration was present. Of 
this 18% only an unknown fraction, 
namely, those cases due to insu. 
ficient gonadotrophic stimulation 
could hope to benefit from attempts 
at therapy with hormonal stimula. 
tion. As the author points out, bi. 
opsy may help avoid the serious er. 
ror of indiscriminately administer. 


ing hormones to all men with semen 
deficiences. 


Interpretation of Sterility Survey 


When the above measures have 
been carried out on any given male, 
he can usually be classified as nor- 
mal or abnormal. Frequently defi- 
nite etiological causes may be w- 
covered such as mumps orchitis, 
congenital defects, or gonorrheal 
epididymitis. (8) Frequently, the 
survey reveals marked deviations 
from normal semen standards with 
out obvious causes. As noted under 
testicular biopsy, it is in this group 
that biopsy is of the most value in 
determining which patient might 
benefit by hormonal treatment. 


Treatment 


One cannot discuss treatment with 
out cautioning against the indiscrin- 
inate use of hormones. It is unfor 
tunately still true that many males 
are given course of hormones with 
out even an attempt at sperm e& 
amination. Some I have personally 
seen who have been treated else 
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where on the basis of a poor Huhner 
test. Others have been treated when 
even a feeble attempt at examina- 
tion would have disclosed an old 
bilateral testicular atrophy of 
mumps orchitis. Any treatment rou- 
tine can be broken down into gen- 
eral and specific measures. 


General Measures 


1. Diet. The diet should be a high 
protein, low caloric and contain a 
high vitamin content. There is prob- 
ably value in adding supplemental 
yiamins E, C and B. 

2. Habits. Regular, outdoor exer- 
cise is essential. Tobacco, alcohol 
and drugs should be avoided. Ade- 
quate rest and vacations are highly 
important. Improper sex habits, 
either over indulgence or too infre- 
quent contacts during fertile period 
of the wife should also be corrected. 
Some effort should be made to solve 
the psychic problems by explaining 
to both husband and wife that much 
time and patience are necessary if 
any success is to be achieved. Cer- 
tainly no couples who have tried to 
have children less than a year can 
be considered problems. (9) 


3. Clothing. The use of suspenso- 
ties, “Jockey Shorts,’’ and all tight 
fitting garments should be discon- 
tinued because of the possible ef- 
fects in upsetting the normal ther- 
mal dynamics of the scrotum. 

4, Hormones. Particularly in those 
patients with low basal metabolic 
rates, the administration of thyroid 
by mouth is indicated. The concen- 
sus of present day opinion is that 
in all of these patients, even though 
the B.M.R. is normal, the long con- 
tuned administration of thyroid in 
dosages of 1 to 3 grains a day may 
be helpful. 


In the 18% of patients who show 
definite failure of stimulation of the 
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tubules on testicular biopsy, A.P.L. 
hormonal stimulation may be tried. 
Certainly, however, the situation 
should be explained carefully to the 
patient, and no definite results 
promised. The average dose is 500 
to 1000 I.U. administered intramus- 
cularly two to three times weekly 
for a period of not over 15 weeks, 
to avoid possible anti-hormonal ef- 
fects. After a rest period of 6 weeks, 
the course may be repeated. 


Recent experimental use of testos- 
terone in cases of marked testicular 
damage (10) has indicated a possible 
new approach in such patients. Im- 
provement follows marked evidence 
of damage and occurs almost a year 
later, so that for the present, this 
form of therapy remains highly ex- 
perimental. 


Specific Measures 


1. Where there is reasonable evi- 
dence that the presence of pus from 
a chronic prostatitis may be influ- 
encing the longevity and motility of 
a specimen, the usual therapy di- 
rected towards clearing up the pro- 
statitis is indicated. 


2. In cases of old inflammatory 
block, where no sperm are found in 
repeated specimens, and the testi- 
cular biopsy shows normal sperma- 
togenesis, attempts at by-passing the 
obstruction such as epididymovasos- 
tomy may be considered. Here again 
no definite promise should be made, 
as the operation in the best of hands 
is probably not successful in over 
25% of the cases. 


3. In cases of increased viscosity 
of the semen specimen which do not 
respond to the above general mea- 
sures, there is some rational in wash- 
ing the sperm free of the seminal 
and prostatic constitutents in Locke’s 
solution and using this for insemina- 
tion. 
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4. No discussion of other means 
of artificial insemination has been 
included in this paper because the 
moral and medico-legal aspects are 
completely unsettled. 


Summary 


1. Sterility work up in the male 
should consist of a careful history 
and physical examination together 
with routine laboratory studies plus 
careful examination of semen speci- 
mens. 

2. The normal semen values have 
been indicated. 


3. Specific and general treatment 
useful in male sterility have been 
listed, together with the indications 
for their use. 


1. The Research Correlating Commit- 
tee of the American Society for the 
Study of Sterility: Evaluation of the 
barren marriage. J. Fertility & Ster- 
ility 2:1, 1951. 

. Marsh, E.M. and Vollmer A.M: Pos- 
sible psychogenic aspects of infer- 
tility. J. Fert. & Ster. 2:70, 1951. 


Urinalysis by Gutta Test 


By C. L. Ramsey, M.D., 
F. E. Johnson, M.D. and 
F. R. Stearns, M.D. 


While urinalysis is the most fre- 
quently performed biochemical pro- 
cedure and while a great number of 
tests have been developed for the 
qualitative evaluation of a _ great 
number of pathological contents of 
the urine, methods were lacking to 
detect most of the important abnor- 
mal constituents of the urine by a 
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very simple and a single coordinated 
technique which could be applied at 
the patients’ bedside. 


So-called spot tests have been used 
for a number of years. An example 
is the Harrison Spot Test for the de- 
tection of bile pigments. Other spot 
reactions were performed on im- 
pregnated papers or with powders. 
Others have a mixture of drops of 
solutions. An example of the former 
is starch-iodide paper, capable of de- 
tecting bromine, chlorine, and other 
substances which liberate iodine 
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from its iodides; of the latter, 
the long used drop test method of 
detecting ferrous ions by means of 
ferricyanide in the titration of fer- 
rous salts. 








Prio’ to 1918, however, the analyt- 
ical use of spot tests was desultory 
and infrequent. In that year Dr. 
Fritz Feigl began systematic stud- 
ies of spot tests, especially drop re- 




















































































































































nfer- actions. Few applications of this new 
aries | method, however, were made by clin- 
; icians. Gutta Test, which appeared 
y ingg in 194%, seems to be the first avail- 
Med. able spot test method for the detec- 
tion of urinary albumin, sugar, ace- 
/Ruf@ tone, indican, bile and occult blood 
ptin |} by a single coordinated technique, 
Fert. @ and, in addition, offers a pH indica- 
tor. 
18. The purpose of this study is to 
W.0.. 8 evaluate the usefulness of the Gutta 
- Test, both at the bedside of the pa- 
it in 7 . 
sion went and in the laboratory. In or- 
rone.@ cer to secure a reliable control, 
each urine tested with Gutta Test 
was also tested once or more times 
with established, routine urine test 
procedures. The following control 
tests were used: For the estimation 
of pH, pHydrion paper (Micro Essen- 
tial Chemical Laboratory, Brooklyn, 
N. Y.); for albumin, the sulfosalicyl- 
ic acid and nitric acid tests; for 
sugar, Benedict’s test and Nylan- 
nated der’s test; for acetone, Legal’s test 
edat™® 2nd Frommer’s test; for indican, 
Obermayer’s test; for bile pigments, 
used Gmelin’s Test; for occult blood (he- 
:mple moglobin), benzidine test and guaiac 
1e de- test. 
spot Each Gutta Test reagent is formu- 
1) im-@ lated to a strength that permits the 
vders.@ desired reaction when one drop is 
yps of mixed with a drop of urine. Further- 
orme! @ more, each is formulated to permit 
of de-@ conclusion of the reaction within one 
other minute. These two criteria, a sim- 
iodine 








ple and uniform volume relationship 
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and a one-minute reaction time, are 
the outstanding novelties of the 
method. 


A brief summary of the chemistry 
of Gutta Test follows: The pH indi- 
cator is a mixture of sulfon phthal- 
eins providing a range of color 
changes between pH 4 and pH 7.5, 
beginning with yellow and going 
thence through green, blue, and pur- 
ple. 


The albumin reagent precipitates 
albumin by the sulfosalicylic acid re- 
action. It contains a colloidal dye 
which is absorbed upon the precipi- 
tated albumin, rendering the floc- 
cules visible. 


The sugar reagent contains a solu- 
tion of potassium permanganate buf- 
fered with alkali hydroxides and 
carbonates. When mixed with urine, 
organic substances other than glu- 
cose usually react with the deep pur- 
ple reagent to produce a soluble col- 
loidal complex of manganese hy- 
droxide which has a green color. If 
glucose is present in an amount of 
0.25% or more, the reaction pro- 
ceeds, within one minute, to the for- 
mation of a further colloidal solution 
of hydrated manganese oxide 
possessing a mahogany brown col- 
or. It is this brown color, occurring 
within one minute, which constitutes 
a positive reaction. The speed of the 
reaction permits approximate judge- 
ment of sugar content on the basis of 
a plus system if desired. 

The acetone reagent contains a so- 
lution of dinitrophenylhydrazine. 
This reagent condenses with ace- 
tone by loss of two hydrogen atoms 
from its NH2 group which combine 
with oxygen of acetone to produce 
water. The condensation product is 
extremely insoluble and appears as 
a yellow precipitate. The amount of 
the precipitate is proportional to the 
acetone content of the urine. 


Clinical Medicine 





ORIGINAL ARTICLES 


The indican reagent contains tri- 
ketohydrindene hydrate. Ordinarily 
this substance produces a color re- 
action (blue) with proteins and 
amino acids, but the Gutta Test 
formulation does not permit this. 
Protein, therefore, does not inter- 
fere, and the reagent reacts with in- 
dican to form a red color. With the 
normal amounts of indican present 
in most urines, a faint pink is pro- 
duced at the end of one minute. With 
pathological amounts of indican, this 
intensifies from pronounced pink to 
deep rose red. 

The bile reagent, in common with 
most other reagents for bile, takes 
advantage of the fact that oxidizing 
substances are able to convert bili- 
rubin to biliverdin with the exhibi- 
tion of a green color. The chief oxi- 
dizing substance in this reagent is 
ferric chloride. 

The occult blood reagent contains 
a solution of gum guaiac in stable 
solution with organic peroxides. In a 
single solution, the reaction proceeds 
as do the familiar conventional re- 
actions with gum guaiac, benzidine, 
ortho-tolidin, etc., in that the pres- 
ence of hemoglobin catalyzes the 
liberation of nascent oxygen from 
peroxides to form blue-colored inner 
complexes from appropriate gums 
and organic compounds. 

The Gutta Test and control tests 
were performed by three physicians 
independently. Two did the tests and 
control test either at the bedside of 
the patients or in their offices; one 
tested the urine specimens exclu- 
sively in the laboratory. On about 25 
cases the results of the two physi- 
cians were checked in the laboratory. 
In discarding the first 50 to 60 tests 
which were not uniform in their re- 
sults, because it was necessary to 
elaborate a technique which was 
strictly in conformity with the re- 
quirements as established by the 
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Technical Director of the Biochemi- 
cal Methods, Inc., about 300 urine 
specimens were tested with the 
Gutta Test method. 


The performance of the test is 
simple. A drop of each reagent is 
mixed with a drop of urine on a 
spot plate. The plate is rotated and 
the results are observed during and 
at the end of one minute. Generally 
it can be said that the tests com- 
pare favorably both in sensitivity 
and accuracy with the established 
standard tests. Some slight difficulty 
was first encountered in evaluating 
with a sufficient degree of accuracy, 
traces of albumin. The reason for 
this is, as Moerner already in 1895 
reported, that normal urine con- 
tains minute quantities of albumin. 
As the albumin reagent of the Gutta 
Test is quite sensitive and as the 
quantity of dyed floccules are the 
criterion of the albumin content, it 
requires experience and a number 
of control tests to make sure not to 
confuse the physiological occurrence 
of a few floccules with the abnormal 
appearance of a number of floccules 
which would indicate a trace of al- 
bumin. 


It also should be borne in mind 
that even when there is no patho- 
logical amount of sugar in the urine, 
the original green color of the re- 
agent when mixed with urine turns 
into a dirty or grayish brown while 
sugar, even in abnormal traces, pro- 
duces an _ unmistakable _ reddish 
brown. The reagents for acetone, in- 
dican, bile and hemoglobin do not, 
according to our experiences, offer 
any difficulty in evaluating even 
small amounts of these abnormal 
constituents. We have also found the 
pH indicator particularly reliable. 

The Gutta Test outfit consists of 
a porcelain spot-plate with 8 con- 
cavities, 7 bottles of reagents fitted 
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with droppers, a dropper for use 
with the urine to be tested, and a 
color chart as a guide to the re- 
actions, all being contained in a 
compartmentalized redwood box. It 
fits easily in the doctor’s bag and 
affords the very valuable oportunity 
to tes: not only albumin and sugar 
but also the other essential abnormal 
constituents right at the patients bed- 
side. It is to be recommended, how- 
ever, that in the beginning the estab- 


Intestinal Polyps 


lished tests should be also performed 
until a technique has been acquired 
which assures a correct evaluation 
of the Gutta Test results. 


We feel that the Gutta Test is a 
valuable addition to the diagnostic 
and laboratory facilities of the gen- 
eral practitioner which enables him 
to perform an extensive and reliable 
urinalysis without any delay or loss 
of time. 


Their Diagnosis and Clinical Significance 


By LEONARD M. ASHER, M.D. 


This report deals with the clinical 
manifestations of polypoid lesions of 
the small intestine and colon. It is 
pointed out that statistically the in- 
cidence of polpys increases from the 
duodenum to the rectum, the highest 
incidence of polyps being in the rec- 
tosigmoid. Whereas all polypoid le- 
sions of the intestine are potentially 
malignant and may undergo malig- 
nant change, the highest incidence 
of malignancy is also in the recto- 
sigmoid. 


Small intestinal polyps are _ in- 
clined to manifest themselves clini- 
cally at an early date because of 
obstructive symptoms due to intus- 
Susception or because of bleeding. 
In many instances the complete sur- 
gical removal of the polyp and its 
Surrounding mucosa is feasible and 
the postoperative prognosis is good. 
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In the case of polyps of the colon, 
often the lesions remain clinically 
silent for prolonged periods of time. 
Since their incidence is highest in 
the rectosigmoid, and in the age 
group of over 40, routine proctosig- 
moidoscopy is suggested as a neces- 
sary part of any physical evalua- 
tion of persons in this age group. 
If there is a history of rectal bleed- 
ing or of familial polyposis or bowel 
carcinoma, careful X-ray examina- 
tion is also indicated. 

Since polyps in the colon are often 
multiple and may become the sites 
of multiple carcinomas, it is not suf- 
ficient to be satisfied with simple 
resection or destruction of a single 
polyp. Patients must be watched 
carefully, repeated examinations 
must be carried out, and at the time 
of surgery the entire colon must be 
carefully palpated. If benign polyps 
or early carcinomas are removed 
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surgically, the patient may be given 
a good prognosis provided that he 
can be observed and re-examined 
at definite intervals. 

Patients who have the familial 
type of polyposis usually develop 
carcinoma which has a far poorer 


The Q-Test 


prognosis than does the carcinoma 
developing in simple discret: ade. 
nomatous polyps. This same obser. 
vation applies to the carcinoma de. 
veloping in the inflammatory pseu. 
dopolyps of chronic non-specitic y- 
cerative colitis. 


A New Simple Office Test for Diagnosis of Early Pregnancy 


By NINO FERRERO, M.D. 
The 


Woman's Hospital, Pasadena, 
California 

The diagnosis of pregnancy dur- 
ing its early stage has always been 
a puzzling problem for the medical 
profession. Anamnestic and physical 
signs during the first trimester are 
often misleading. With the advent 
of modern obstetrics, pregnancy tests 
were devised to obviate errors and 
to help the interpretation of uncer- 
tain clinical findings; the Asheim- 
Zondek, the Friedman, the frog and 
tcad test being the most widely used 
the world over. Some inconveniences 
however are commom to them all 
and it was with the aim of elim- 
inating them that a new, simpler 
test was sought. To be practical a 
pregnancy test must be: 

1. Reliable. 

2. Rapid. 

3. Technically simple. 

4. Inexpensive. 

Tests to date indicate that the Q- 
Test possesses these qualifications. 


1. RELIABILITY. Up to now the 
Q-Test does not reach the high per- 
centages of the aforementioned 
tests. Our average of 96.5% accu- 
racy reported in the March 1951 is- 
sue of the American Journal of Ob- 
stetrics and Gynecology could pos- 
sibly be lowered or raised by other 
researches. A paper from the Uni- 
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versity of Southern California will 
soon be published and it reports a 
correct diagnosis average of 93%. 
Further studies and tests by other 
researchers are under way and 
there is hope that with technical im- 
provement in the preparation and 
possibly synthetization of colostrum 
and with acquired skill in reading 
the test, these percentages will be 
improved, once the limitations of the 
tests are well established. It is how- 
ever remarkable that we did not 
have false positive reactions in the 
pre-natal clinic and we think that 
some of the false negative reactions 
were probably due to errors in tech- 
nique. 

2. RAPIDITY. Results are avail- 
able in 60 minutes. 

3. TECHNICAL SIMPLICITY. The 
procedure could not be any simpler. 
Any office nurse can perform the 
test but it is strongly recommended 
that the doctor himself become fa- 
milar with the readings and corre- 
late same with his physical findings. 
After cleansing the flexor aspect of 
the forearm, 1/70th cc. of colostrum 
from the ready-to-use Ogle Micro 
Dispenser is injected right under the 
superficial layer of the skin, thus 
forming a small pearly wheal of 
about 2 mm. diameter, whose mal- 
gins are then marked with an ink 
pen. There are three possibilities of 
reaction. 
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(a) 60 minutes after injection the 
original wheal has completely 
disappeared, leaving only a 
visible needle prick. This test 
is read as positive for preg- 
nancy. 

) Within 30 minutes after injec- 
tion the wheal has increased 
perceptibly (2 to 3 times its 
original size) and an area of 
lymphatic erythema is visible 
surrounding the wheal. With- 
in: 60 minutes the erythema usu- 
ally has subsided but the 
wheal is still enlarged and its 
presence easily felt by running 
the finger over the area. The 
wheal will normally persist 
from 2 to 5 hours following 
the injection. This test is read 
as negative for pregnancy. 

(c) Within 30 minutes after injec- 
tion there is a visible increase 
in the size of the wheal and 
some degree of peripheral ery- 
thema but both wheal and ery- 
thema will disappear within 60 
minutes after injection. This 

reaction is normally obtained in 

the early stage of pregnancy (2 to 

8 weeks) and the test is read as 

positive for pregnancy. 


Naturally, as in any other test 
the physical findings should not con- 
fict with the results. If they do, 
wlvic examination and test shou'd 
te repeated within 2 to 4 weeks. 


4, INEXPENSIVE. Since the test 
ees not require laboratory facilities 
tr animals its cost will probably 
w very reasonable. 


The principle of the test itself is 
wtnew, since it was first described 
y Falls, Freda and Cohen in 1941.* 
lheir high degree of accuracy (cor- 
fet diagncsis in 979% of the cases 
sted) was not maintained in sub- 
quent series by other investiga- 
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tors. All subsequent researchers, 
however, confirmed the fact that an 
injection of colostrum caused a dif- 
ferent reaction in pregnant and non- 
pregnant women. After recent im- 
provement in collection and prepara- 
tion of the colostrum and the adop- 
tion of the Ogle Micro Dispenser 
some of the difficulties barring its 
practical application were overcome 
and new interest again arose around 
this simple pregnancy test. Its use 
as an office procedure in the diag- 
nosis of pregnancy is gaining favor 
with the medical profession. Besides 
the obstetrician it should certainly 
appeal to those physicians who for 
lack of laboratory facilities are not 
able to perform a pregnancy test 
on their patients. It should also ap- 
peal to anyone doing pelvic surgery 
as a routine test for ruling out preg- 
nancy before any kind of elective 
or emergency surgery is performed 
in a patient of child-bearing age. 
There is no routine test used today 
in gynecological surgery. As for the 
patient, her psychological reaction 
is quite favorable. She does not ob- 
ject to the test once informed of its 
simplicity and its high degree of re- 
liability. She feels much more satis- 
fied when the clinical diagnosis of 
probable pregnancy or non-pregnan- 
cy is reasonably substantiated by 
the skin test at the time of her first 
examination. In conclusion it can be 
said that the Q-Test, due to its sim- 
plicity and relatively high degree of 
reliability, will find wide acceptance 
in obstetrical practice; and there is 
reasonable hope that the possible 
discovery and standardization of the 
X-antigen in colostrum responsible 
for the reactions will, in the future, 
raise its accuracy to the level of the 
tests involving the use of animals. 
*Falls, Frederick H., Freda, Vincent C., and 


Cohn, Harold H.; Am. J. Obst. & Gynec. 41: 
431, 1941. 
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CASE PRESENTATION 


Thromboangiitis Obliterans 
(Buerger’s Disease ) 


The case of a 32 year old male 
patient was presented. His previous 
medical history was non-contribu- 
tory with exception of several epi- 
sodes of recurring phlebitis of the 
lower extremities within the last two 
years. His main complaints were 
coldness in legs and feet, sometimes 
associated with pain, particularly 
when walking, so that—within the 
past week—he had been unable to 
walk more than two blocks from his 
home. Furthermore, he complained 
of fatigue, frequent headaches and 
episodes of diplopia. 


The examination showed a rather 
well nourished, a little obese young 
man, who appeared to be emotion- 
ally upset. He stated that he was 
worrying about his job as a gas sta- 
tion service man which kept him 
on his feet all day. He was mar- 
ried and had two small children. 
He had been smoking cigarettes 
heavily since adolescence. Heart, 
lungs, and abdomen did not reveal 
any pathology; chest x-ray picture 
and G.I. series were within normal 
limits. All laboratory tests were 
negative with exception of the fact 
that on various occasions the uri- 
nalysis showed 1 plus sugar. The 
fasting blood sugar was 130 mg. per- 
cent and the blood sugar tolerance 
test showed a curve of 130, 190, 175, 
150. Thus, the diagnosis of a mild 
diabetes mellitus was made. The feet 
appeared cold and the pedal pulses 
could not be felt. There were trophic 
changes of the nails of the toes pres- 
ent. When the legs were kept in a 
hanging position the distal parts dis- 
played cyanosis. The circulatory 
function tests corroborated impaired 
circulation of feet and legs. The 
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blood pressure was 138/80. The ex. 
amination of the eye fundi did not 
reveal any gross abnormalities, al. 
though the patient maintained his 
complaints of occasional diplopia 
and reading difficulties. While the 
opinion of the staff members as to 
the diagnosis of this syndrome was 
unanimous: thromboangiitis obliter. 
ans (Buerger’s disease), the views 
as to the proper treatment in this 
case were divided. Some staff mem. 
bers recommended a trial with tet- 
raethylammonium chloride, which 
has shown promising results par- 
ticularly in younger patients. The 
intravenous injections of ether was 
also mentioned by one resident phy- 
sician; yet, most doctors felt that 
the reports in the literature would 
not encourage this procedure. The 
majority were in favor of sympa- 
thectomy; yet, some physicians ob- 
jected as sympathectomy would only 
take care of the symptoms and signs 
of the lower extremities and would 
not take into account the cerebral 
symptoms. One of these physicians 
referred to the French school, par- 
ticularly Leriche, who combined 
ganglionectomy (with or _ without 
splanchnicectomy) with adrenalec- 
tomy. 


It was decided, finally, to start the 
treatment with tetraethylammonium 
chloride and to observe the course 
of the disease before resorting to 
surgical intervention. Furthermore, 
a diabetic management with insulin 
and diet was to be instituted, and 
the patient was strictly prohibited 
from smoking. (Literature: S. W. 
Kramer. Pennsylvania Med. J. 49: 
619, March 1946—M. Protas and A. G. 
Saidman, Med. Ann. Dist. of Co 
lumbia, 17:34, January 1949 — R. 
Buxton. Surgery, 110:69, March 
1948—J. B. Kinmoth.) 
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DIAGNOSTIC SUGGESTIONS 


Subcutaneous Emphysema 


Aspiration of a foreign body into 
the respiratory tract, bronchial 
asthma, parturition, intratracheal 
anesthesia are among the conditions 
causing an increase of pulmonary 
pressure leading to mediastinal and 
subcutaneous emphysema. When the 
intrapulmonary pressure increases, 
there is a distention of the alveoli; 
air passes from the alveoli into the 
interstitial tissue of the lung; the 
tiny air bubbles coalesce and move 
in stream along the perivascular 
spaces toward the mediastinum; 
from here the air escapes by three 
main routes: 1) along the great ves- 
sels upward to the neck; 2) through 
weak spots in the mediastinum into 
the intrapleural spaces producing 
pneumothorax; 3) downward along 
the periesophageal areolar tissue into 
the retroperitoneal region; it may 
extend out through the inguinal rings 
and into the subcutaneous tissues 
of the thighs and the lower part of 
the abdominal wall. (H. Purcell; 
S. D. Mills; H. W. Schmidt. Proc. 
Staff. Meet., Mayo Clinic, 25:678, 
Dec. 6, 1950). 


Culdocentesis 


Aspiration of fluid in the cul-de-sac 
of Douglas may facilitate the diag- 
nosis of hemiperitoneum, especially 
ectopic pregnancy. Local anesthesia 
generally suffices. In lithotomy po- 
sition of the patient a bivalve vaginal 
speculum is inserted, the posterior 
lip of the cervix is grasped, dried 
and sterilized with merthiolate. An 
gauge spinal needle connected 
through glass adapter and tubing 
with an aspirating syringe is direct- 
ed into the center of the cul-de-sac. 
(D. W. Beacham and W. D. Beach 


am. New Orleans M. 7 S. J. 103:283, 
1951) 
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Intestinal Lymphangioma 

Case report of a 22 year old white 
woman with periods of anemia since 
age 12 and occult blood in stools. 
G.I series revealed slight deformity 
of duodenal cap. Surgery was done 
and a Meckel’s diverticulum was re- 
moved. The _ pathological report 
was: Meckel’s diverticulum; submu- 
cosal lymphangioma of jejunum; 
mesenteric lymphangioma, jejunum. 
‘“‘Lymphangioma may be the cause 
of repeated gastrointestinal bleed- 
ing. This condition has not been 
diagnosed preoperatively.’’ Author 
states that among two series of 
small bowel tumors compiled at the 
Mayo Clinic and Johns Hopkins 
there were 85 cases of small bowel 
tumors and only one lymphangioma 
was found at autopsy and was 
asymptomatic, (J. J. Wild. Rocky 
Mountain Med. J. 5:353, May 1951) 


Alcoholism 


The author points to the fact that 
it is possible to correlate biochemi- 
cal changes in the blood with cer- 
tain emotions and their intensity. 
The most frequent emotional reac- 
tion leading to drinking is suppress- 
ed resentment; blood of such an 
alcoholic influences contractions of 
the intestines of rabbits. The bio- 
chemical substance responsible for 
this is still unknown. Anxiety in al- 
cholics is associated with noradrena- 
line in the blood (Fleetwood). Ten- 
sion in alcholics is accompanied by 
cholinergic substances in the blood. 
The author continues in saying that 
it became clear in a large number 
of alcoholics that indulgence is pre- 
dictable and climaxes a gradual de- 
veloping increase of specific emo- 
tions.( O. Diethelm. Bulletin of the 
New York Acad. of Med. April 1951) 
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DIAGNOSTIC SUGGESTIONS 


Jaundice 


Author distinguishes between pre- 
hepatic (pathology in red blood cells: 
familial hemolytic icterus, icterus 
neonatorum, hypersplenism), intra- 
hepatic icterus (from simple ca- 
tarrhal jaundice to acute yellow at- 
rophy of liver), and _ posthepatic 
jaundice (common duct stones, car- 
cinoma of the common and hepatic 
ducts, carcinoma of the head of the 
pancreas, and metastases to the por- 
ta hepatis). The three forms may 
be overlapping: obstructive lesions 
may be associated with cholagiolit- 
ic lesions, true posthepatic jaundice 
after three or four weeks with bili- 
ary cirrhosis. According to Couvoi- 
sier’s law a large gall bladder in 
the absence of jaundice usually in- 
dicates a cystic duct obstruction 
(Mucocele of the gallbladder), a 
small gallbladder plus jaundice usu- 
ally suggests a stone in the com- 
mon duct, and finally a jaundice in 
the presence of a large gallbladder 
speaks for a carcinoma of the head 
of the pancreas. As to the various 
sites of cancer of the biliary tract: 
in cancer of the gallbladder, jaun- 
dice is not present but a hard nodu- 
lar mass is palpable in the right 
upper quadrant; in carcinoma of the 
common duct, jaundice plus portal 
vein complex (ascites, dilated esoph- 
ageal veins, etc.) is present; carcin- 
oma of the ampulla of Vater is sus- 
pected in jaundice plus signs of pan- 
creatic insufficiency; carcinoma of 
the head of the pancreas may be 
present in jaundice plus an inferior 
vena cava complex (bilateral de- 
pendent edema and dilated veins of 
both inferior extremities). It is er- 
roneous that itching is a common 
symptom of jaundice; it is a symp- 
tom of posthepatic (obstructive) 
jaundice. The pluse is usually slow 
in icterus; when it becomes rapid it 


224 


usually forebodes oncoming yellow 
atrophy or hepatic decompensation, 
(Ph. Thorek Arizona Medicine. 5:32 
May 1951). 


Tuberculosis 


In order to establish the diagnosis 
of chronic pulmonary tuberculosis 
which is frequently characterized by 
pericdic bacillemia, the authors dem- 
onstrated a relatively uncomplicated 
method to secure bone matter ma- 
terial. From the anterior superior 
spine of the ileum, bone marrow is 
aspirated—about 3c to 4cc.—, smears 
are done and also cultures, if de 
sired. Of 20 cases thus tested, 14 
showed tubercle bacilli in the smears 
and 5 cultures were positive. All 
cases had had no bacilli in the 
sputum and no fever, but clinically 
exhibited signs of pulmonary tuber- 
culosis and miliary spread. (I. Hor- 
owith and D. F. Gorelick. Am. Rey. 
Tubercul. 63:346, 1951). 


Winter Cephalalgia 


Cold as an etiological factor of 
headache has not been reported of- 
ten in literature. Horton termed 
this kind of headache winter cephal- 
algia and contended that it is fre- 
quent in regions with cold winters. 
The diagnosis can be made by ex- 
clusion of organic causes and rely- 
ing on careful history taking. Winter 
headache has apparently a vascular 
origin and may be controlled either 
by gynergen, or—when an allergic 
factor is involved — by antihista- 
mines. This author feels that winter 
headache is caused by extracranial 
arterial dilatation with an allergic 
factor involved. (G. Murphy. La 
prensa med. Argentina. 37:2995, De 
cember 8, 1950). 
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DIAGNOSTIC SUGGESTIONS 


Hoarseness 

Hoarseness always indicates pa- 
thology of the vocal cords. Jackson 
states that almost all diseases of 
the larynx associated with hoarse- 
ness ave curable if the diagnosis is 
made early; if this is not done, 
hoarseness carries a poor prognosis; 
cancer of the larynx is the most 
commcn disease associated with 
hoarsness in adults. It is 100% fatal 
if the diagnosis is not made early; 
if made early, it can be cured in 
82% of cases by operation. In 300 
cases of hoarseness Damitz and Dill 
of the Henry Ford Hospital found 
vocal cord paralysis and chronic 
nonspecific laryngitis the most com- 
mon causes. Duration of hoarseness 
before adequate diagnosis and treat- 
ment was; chronic non-specific 
laryngitis, 8 weeks; vocal paraly- 
sis (after thyroidectomy), 3 
weeks; vocal paralysis (other 
causes), 2 months; benign neoplasm, 
2 weeks; malignant neoplasm, 9 
months; tuberculosis, 2% months. If 
a demonstrable lesion is found in 
a vocal cord, the patient should have 
complete blood study include serol- 
ogy, chest X-ray and biopsy of the 
lesion. The triad of tuberculosis, 
syphilis and cancer must be ruled 
out; any of the three may co-exist 
at the same time. In children chronic 
hoarseness may be caused by chron- 
ic laryngitis due to vocal abuse or 
infections, by papilloma, by congen- 
ital laryngeal stridor in small in- 
fants. Causes of chronic hoarseness 
in adults are chronic laryngitis sec- 
ondary due to infections, due to met- 
abolic disorders, due to smoking or 
allergy; furthermore, voice strain 
(in salesmen, ministers, teachers, 
singers), senile atrophy of the vocal 
cords in the aged, tertiary syphilis, 
tuberculosis. A further cause is vocal 
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cord paralysis, either central (then 
associated with paralysis of the lips, 
tongue or pharynx) or periperal due 
to involvement of the recurrence 
laryngal nerve (thyroidectomy, can- 
cer of the esophagus, enlarged cir- 
vical glands, tumor in the mediasti- 
num, aneurysm, of aorta). Hoarse- 
ness then may be found in hysterical 
aphania, particularly in women. (G. 
L. Green. The J. of the Kentucky 
State Med. Association, 1:5 January 
1951). 


Carcinoma of the Stomach 


Any age may be involved; the 
highest incidence is between ages 
4) to 60. Pain is the initial symptom 
in 50% of cases, vomiting in 19%, 
epigastric fullness or heaviness in 
18%, anorexia in 14% and hemor- 
rhage in 3%. Lack of appetite is 
progressive, continuous and rebel- 
lious in character; at first it may 
be directed against meat. A com- 
mon finding in the early stage is 
occult blood. Loss of weight is an 
initial symptom in 16% of cases; 
a greenish discoloration of the skin 
is an important early symptom. Ane- 
mia is slight in beginning cases. 
Achlorhydria is not an early sign. 
Cytologic diagnosis according to 
Papanicalaou may be advatageous 
as diagnostic method. Roentgeno- 
logic examination is indispensable. 
However, the roentgenologic signs 
are often minimal at the early stage. 
Gastroscopy is of great diagnostic 
value. The main revealing signs are 
rigidity of the wall and presence of 
whitish plaques; two more signs are 
obscuration of the mucosal folds 
and amyxia (dry mucosa resulting 
from lack of mucis). (A. Barcellos 
Ferreira. La prensa med. argent. 
37:2847, Nov. 24, 1950). 
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THERAPEUTIC SUGGESTIONS 


Accidental Poisoning of 
Children 


Author gives the following sug- 
gestions: 1) Identify poison if pos- 
sible; 2) remove bulk of poison from 
stomach by gastric lavage or by an 
emetic (1 tablespoonful of powdered 
mustard or 2 tablespoonsfuls of salt 
in a glass of warm water). Emetics 
should not be used in kerosene or 
caustic alkali poisoning; nor when 
the patient is semiconscious or com- 


atose; 3) administer antidote; 4) 
give antagonist when available. 
When nature of poison is not 


known, one may safely give the ‘uni- 
versal antidote’: 
Pulverized charcoal—burned 

toast 


Magnesium oxide—milk of 
sent nope awa hees 1 part 
Tannic acid—strong tea ...1 part. 


One gram of charcoal will absorb 
40 mg. of phenol and more than 500 
mg. of strychnine. The tannic acid 
precipitates alkaloids, certain gluco- 
sides and many metals. Magnesium 
oxide neutralizes acids. (J. M. 
Arena. Ciba Clinical Symposia. 3: 
75, April-May, 1951). 


Simple Vomiting in Pregnancy 

Author uses a 1% aqueous solu- 
tion of novocain intravenously with 
a dosage of 1 to 2cc. per 10 Kg. of 
body weight. The injection should 
be given slowly with the patient in 
a reclining position. Vertigo as a 
side-effect will disappear after 10 
minutes in a horizontal position. Us- 
ually 4 to 5 injections are given, rare- 
ly more than 7 injections; excellent 
results are reported in 55% of 123 pa- 
tients and 30% more good results 
in the same group. (I. Rouques. La 
presse med. 58:1506 December 30, 
1950). 
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Sulfonamides in Infectious 
Diseases 


Sulfadiazine or sulfameraziae or , 
combination of sulfonamides is the 
treatment of choice for meningococ. 
cic bacteremia and meningitis (or. 
ally or parenterally). Sulfadiazine or 
sulfasuxidine are effective in the 
treatment of acute bacillary dysep. 
tery. In general, sulfadiazine alone 
is indicated in acute cases, while 
sulfasuxidine may be used for 
chronic cases. Some strains of Shi- 
gella are sulfonamide-resistant. In 
mild pharyngitis, sinusitis, or early 
otitis media, sulfadiazine or sulfe- 
merazine or combinations of sulfo- 
namides are indicated, while in the 
more severe respiratory diseases of 
streptococcic, pneumococcic, and 
staphylococcic origin antibiotics 
should be administered. In gran- 
negative chronic urinary infections 
sulfonamides have been widely used. 
Their effect is rather a suppression 
than a cure of the infections. In ul- 
cerative colitis favorable experi: 
ences have been reported with the 
use of the poorly absorbed sulfo 
namides such as sulfatha lidine and 
sulfasuxidine. (W. S. Spink. The 
Merck Report, 2:17, April 1951). 


Ulcer of the Leg 


When ulcers of the leg are com: 
plicated by mycotic infection Iso-par 
ointment may be helpful in com- 


bating the secondary fungus infec 
tion. The ointment contains 17% 


Iso-par which is a mixture of water 
insoluble isoparaffinic acids partially 


neutralized with iso-octyl hydroxy- 
benzyl dialiphatic amines. Thin ap 
plication of the ointment during the 
night for two weeks is generally su 
ficient to bring about results. (G. # 
Yeager. South Med. J. January 151) 
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THERAPEUTIC SUGGESTIONS 


Myocardial Insufficiency— 
(Cardiac Edema) 


Prolonged confinement in bed 
should be avoided. Passive exercises 
to bed-ridden patients should be ad- 
ministered. Anticoagulant therapy is 
indicated if thromboembolic signs oc- 
cur. A condition of relative acidosis 
is desirable, as it aids in excretion 
of the sodium base from the tissues. 
Alow sodium diet providing 200 mg. 
of sodium daily with sodium free 
(distilled) water is indicated. Vita- 
mins are essential in patients with 
restricted diet. Digitalis is still the 
main drug for the treatment of con- 
gestive heart failure, unless there is 
paroxysmal ventriculat tachycardia 
which is a contraindication. Digital- 
ization should be maintained by the 
use of a standard 0.1 Gm. (1.5 gm.) 
tablet of powdered digitalis leaf. 
Mercurial diuretics have come to be 
used increasingly. If digitalis, pre- 
ceded by aminophyllin, does not mo- 
bilize adequately the sodium and 
water, a mercurial diuretic such as 
Thiomerin should follow in the man- 
agement of the patient with cardiac 
edema. (G. R. Herrmann; H. P. 
Reveley; M. R. Hejtmancik and G. 
IV, H. C. Herrmann. Texas State J. 
Med., 47:19, January 1951) 


Common Cold 


Among the many drugs appearing 
on the market for common cold a 
new one has been recommended. 
The trade name is Coricidin (Chlor- 
ttimeton maleate 1/30 gr., acetylsali- 
sylic acid 3% gr., acetophenetidin 
2% gr. and caffeine % gr.). A com- 
parison with placebos showed a con- 
siderably higher percentage of re- 
lief of symptoms. (M. H. Manson 
and others, Arch. All. and Appl. Im- 
munology. 1:4, 1950). 
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Cancer of Rectum 

Inoperable carcinomas of the rec- 
tum may benefit by electrocoagula- 
tion of the tumor under evipan or 
procaine spinal anesthesia. Author 
treated 70 patients. Most of them 
displayed improvement and many 
were free of complaints and symp- 
toms of malignancy for years. Elec- 
trocoagulation was followed after 
two weeks first by radium treat- 
ment and later by x-ray treatment. 
(L. Schmidt. J. Internat. College 
Surg. 14:119, July 1950). 


Deafness in Children 
‘*Preventive efforts are most re- 
warding during childhood, particu- 
larly in the large group who have 
temporary impairment of hearing 
or recurring attacks of otitis media 
at frequent intervals during winter 
months. The problem here is to rec- 
ognize and control any allergy these 
children may have, remove all hy- 
perplastic lymphoid tissue around 
the orifice of the Eustachian tubes, 
and, if necessary, give small doses 
of aureomycin or some other anti- 
bacterial drug throughout the winter 
months to try to prevent colds. Re- 
curring colds with blocking the Eu- 
stachian tubes lead to changes in 
the middle ear that interfere with 
the passage of sound to the cochlea, 
and, if often repeated, these changes 
become irreversible.’’ (J. B. Bord- 
ley and W. G. Hardy. Pub. Health 
Rep. 17:521, April 27, 1951). 
TS. 


Gelfoam 

Utilization of a suspension of Gel- 
foam in milk followed by a thrombin 
solution and administered as an en- 
ema controlled promptly and effec- 
tively severe postoperative anorec- 
tal hemorrhages. (D. C. Colloins. The 
Am. J. of Proctology, 2:60, June 
1951). 
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THERAPEUTIC SUGGESTIONS 


Cancer of the Breast 


Sublingual methyltestosterone (40 
mg. per day) has proved to be a 
valuable palliative in cancer of the 
breast, not amenable to either sur- 
gery nor irradiation. In about 60% 
of cases relief of pain, increase in 
weight, strength and appetite occur. 
Approximately 20% of patients show 
arrest or regression of bone or soft 
tissue metastases. Partial or com- 
plete relief of symptoms may be 
experienced for 2 years or more. 
Undesirable side effects (edema, 
amenorrhea in younger patients, 
masculinization, hypercalcemia and 
the danger of spontaneous fracture 
due to calcium mobilization occur, 
but they are relatively unimportant 
as compared wtih relief of pain, pro- 
longation of life and possible re- 
gression of tumors and healing of 
ulcers. (G. S. Gordon. Ciba Clinical 
Symposia, 2:38, March 1951). 


Migraine 
(Ergotamine Preparations ) 


Ill effects following the use of er- 
gotamine tartrate have been report- 
ed since 1938 (T.J.C. von Storch. 
J.A.M.A. 111:1462, Aug. 23, 1938). The 
same author found that 1 case of 
ergotism was seen in 800 cases of 
migraine treated with ergotamine. 
Authors report on 19 cases with per- 
iodic headache who used excessive 
quantities of ergot preparations with 
some toxic effects; however, no 
frank gangrene was _ encountered. 
Less toxic symptoms occur when 
dihyd¢roergotamine alone is admin- 
istered; ergotamine tartrate alone 
or in combination with dihydroergo- 
tamine appears to be more toxic. 
(G. A. Peters. Proc. Staff Meet., 
Mayo Clinic, 9:153, April 25, 1951). 
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Infected Pilonidal Cyst 


The method described can be ap. 
plied to the ambulatory patiet. But. 
tocks and sacrococcygeal area are 
shaved and surgically prepared. The 
skin over cyst or sinuses is jp. 
jected intradermally with 1% pro. 
caine and adrenaline. Each sinus 
is incised and the incision extended 
to the coalescent point with other 
sinuses or to the point where it 
meets the cyst. The contents of the 
cyst are removed. Solid pieces of 
silver nitrate (each weighing 0.2 to 
0.3 Gm) are then introduced in the 
gelatinous material of the cyst, its 
pockets and extensions, about 2 mm. 
apart. About 5 to 12 pieces of silver 
nitrate are generally required. After 
about half an hour the silver nitrate 
is dissolved and a dry dressing is 
applied over the region. The pa- 
tient has to stay at the office or 
ward for 4 hours; then the dressing 
is changed into a vaseline dressing 
and the patient is allowed to retum 
home. The following daily treatment 
consists of hot Sitz baths and vase. 
line dressings. Within one to three 
days the cvst loosens. Antibiotics 
are apparently not necessary. (John 
H. Korb. Military Surgeon, January 
1951). 


Chronic Otitis Media 


Vinegar (equivalent to 5% acetic 
acid) appears to be effective in re 
fractory cases. The ear canal i 
cleaned, dried, and boiled house 
hold vinegar is instilled; suction is 
applied. Then a cotton tampon, satt- 
rated with vinegar is inserted. It is 
removed after two days. The treat 
ment is repeated if necessary. More 
than 3 instillations generally are no 
necessary. (I. L. Ochs. Arch. Ote 
laryngol. Dec. 1950). 
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BOOK REVIEWS 


Books on Biochemical Medicine 


Toxicology of Uranium is a topic 
of great theoretical and practical in- 
terest.: The volume edited by Dr. 
Tannenbaum is a collection of pa- 
pers on this subject and gives a 
comprehensive survey of this im- 
portani aspect in the development 
of atomic energy. In the series 
TECHNIQUE of ORGANIC CHEMIS- 
TRY, the fifth volume on adsorption 
and chromatopgraphy? is an excel- 
lent presentation of this specific 
field. The first volume of a success- 
ion of reviews on medical chemis- 
try’ deals in a masterly way with 
antithyroid compounds antispasmod- 
ics, plant antibiotics and analgesics. 
The selected references are very 
helpful. A particularly interesting 
symposium on the momentous prob- 
lems of steroids‘ in its experimental 
and practical implication is edited 
aptly by Dr. A. White. It is one of the 
most comprehensive and up to date 
expositions of this subject. The third 


edition of a second volume of recent 
advances in chemotherapy deals in a 
most thorough and integral manner 
with the chemotherapy of malaria.® 


1) Toxiocology of Uranium. Edited by 
Albert Tannenbaum, M.D. New York. 
McGraw-Hill Book Company, Inc. 1951. 
333 pages. Cloth. $3. 


2) Adsorption and Chromotography. By 
Harold Gomes Cassidy. New York In- 
terscience Publishers, Inc. 1951. 360 
pages. Cloth $7. 


3) Medicinal Chemistry. Volume I. ed. 
by C. M. Suter New York. John Wiley 
& Sons, Inc. 1951. 437 pages. Cloth, 
$10. 


4) Symposium on Steroids in Experi- 
mental and Clinical Practice. Edited 
by Abraham White. Philadelphia. The 
Blakiston Company. 1951. 415 pages. 
Cloth. $7.50. 


5) Recent Advances in Chemotherapy. 
Volume II. Third Edition. By G. M. 
Findlay, M.D. Philadelphia. The Blak- 
iston Company. 1951. 597 pages. Cloth. 


Books on History of Medicine 


Crawford W. Long is one of those 
distinguished American physicians 
who contributed something funda- 
mentally new to medicine.! In 1842 he 
was the first physician to use ether 
in surgery as an anesthetic. Thus, 
he became the father of the science 
of anesthesia. Frank Kells Boland 
has described his professional ca- 
Teer in a lively fashion, which makes 
his work interesting both as a nar- 
tative and a historical document. 
Paul Ehrlich, the discoverer of Sal- 
varsan, was not less a pathfinder 
in medicine than Long. His story is 
told by his secretary, Martha Mar- 
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quardt;? she gives account of his 
daily struggle with biochemical 
problems and his complete absorp- 
tion by his work. The biography is 
interspersed with many unimportant 
personal features; less of them would 
have given a more concise picture 
of this unique personality. A pioneer 
in a practical field of medicine is 
depicted by Elizabeth H. Thompson 
in her book on Harvey Cushing.’ His 
achievements as a brain surgeon are 
unsurpassed. His was a stimulating 
spirit which influenced the develop- 
ment of neurology and contributed 
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BOOK REVIEWS 


to a large part to the knowledge of 
brain anatomy, physiology and pa- 
thology. His life reflects his search- 
ing intelligence which found a lit- 
erary expression in his biography 
of Sir William Osler. A medical his- 
torical work of quite different char- 
acter is Cyril Elgood’s presentation 
of medicine in Persia.* This book is 
worthwile reading as it gives a 
vivid picture of the evolution of med- 
icine in Persia and the adjoining 
countries from ancient to present 
times. In its second edition appears 
a book which should not be missed 
in any private medical library, ‘‘A 
History of Nursing.’’> The authors 
give account of the development of 
the nursing profession since the pre- 
Christian era and show forth in a 
fascinating way the growth and ex- 
pansion of nursing. Finally a book 
should be mentioned which draws the 
contures of one of the most scincil- 
lating personalities in medical his- 
tory; Paracelsus, whose Faustian 
and Mephistophelic features are ably 
depicted on the background of the 
German Renaissance. 

He is shown as the founder of 


chemotherapy and of modein psy. 
chosomatic approach as well as an 
alchemist and metaphysicist. 


(1) The First Anesthetic. The Story of 
Crawford Long. By Frank Kells Bpo- 
land, M.D. University of Georgia 
Press. Athens. Ga. 160 pages. Cloth, 
$3.00 


Paul Ehrlich. By Martha Marquardt. 
Henry Schuman. New York, 195). 
225 pages. Cloth. 


Harvey Cushing. Surgeon, Author, 
Artist. By Elizabeth H. Thomson. 
Henry Schuman, New York, 1950. 
347 pages. Cloth. $4.00. 


(4) A Medical History of Persia and 
The Eastern Caliphate. By Cyril EI- 
good, M.D. Cambridge. At the Uni- 
veristy Press, New York. 1951, 617 
pages. Cloth. $10.00. 


A History of Nursing. By Gladys 
Sellew. Ph.D., R.N. and C. J. Nuesse 
Ph. D. Second Edition. St. Louis. 
The C. V. Mosby Company. 1951. 
439 pages. Cloth. $3.75. 


Paracelsus. Magic into Science. By 
Henry M. Pacher. Henry Schuman. 
New York, 1951. 350 pages. Cloth. 
$4.00. 


Books on Nutrition 


Malnutrition is one of the wide- 
spread disorders in this historical 
period of unrest. A book on Malnu- 
trition! will be therefore of interest 
although it is essentially concerned 
with the nutritional problems of the 
Johannesburg African Natives. The 
scope of this work, scientifically and 
practically, is so large, however, that 
it will be read with benefit by all 
physicians who wish to study the 
pathology of malnutrition. The con- 
troversial issue of rice diet in hy- 
pertension has been set forth by per- 
sonal experience? by Dr. Seymour. 
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This book is valuable because it 
combines subjective reactions with 
scientific critical expositions and 
practical suggestions. It leaves the 
impression that this kind of treat- 
ment can be applied with success 
only when the patient is hospitalized. 
A useful presentation of foods and 
recipes for diabetics* may assist the 
general practitioner in the manage 
ment of diabetic patients and in se 
curing adequate dietary control. In 
these days of increased industrial 
work, a book on industrial nutrition, 
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BOOK REVIEWS 


which is a major problem in ascer- 
taining the health and the industrial 
efficiency of the workers, will be 
welcomed not only by physicians 
specialized in industrial medicine but 
by all physicians practicing in in- 
dustrial areas. 

()) Perspectives in Human Malnutrition. 
By Joseph Gillman D. Sc. and Theo- 
dors Gillman. M.Sc (Johannesburg, 
South Africa). Grune & Stratton. 


New York, 1951. 584 pages. Cloth. 


Rice, Dietary Controls and Blood 
Pressure, By Frances I. Seymour, 
M.D. Forben Press, Inc. New York, 
1951. 206 pages. Cloth, $4.50. 


Good Food for Diabetics. By Eleanor 
Record Sigel. Harper & Brothers 
New York, 1951. 144 pages. Cloth. 


Industrial Nutrition. By Magnus Pyke 
B. Sc., Ph.D., MacDonald & Evans, 
London, 1950. 205 pages. Cloth. 


Books of Surgical Interest 


The second volume of the post- 
graduate lectures on orthopedics is 
again a masterwork.! It is a lucid 
and comprehensive description of the 
diagnosis and treatment of paralytic 
and static disabilities. Another well 
prepared work on orthopedic sur- 
gery uses the regional approach to 
the manifold problems of this spe- 
cialty.2 This affords a new systematic 
survey of the various facts of etio- 
logy, differential diagnosis and ther- 
apy. The chapters on physiology and 
general pathology of bones and joints 
are particularly enlightening. A 
treatise on the fundamentals of sur- 
gery® is presented by one of the lead- 
ing British surgeons. It is a collec- 
tion of addresses which reflects a 
stimulating personal penetration in 
the principles and practice of sur- 
gery. Two anatomical books, which 
may be helpful for the surgeon 
should be mentioned. One is a well 
illustrated anatomy of head and 
neck* which emphasizes the practical 
medical aspects of these anatomical 
regions. The other one is concerned 
with the anatomy of extremities and 
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back® and also stresses the functional 
side of the structures together with 
the morphological aspects. Both 
books are valuable aids for the gen- 
eral practitioner. 


(1) Postgraduate Lectures On Orthopedic 
Diagnosis and Indications. Volume 
II. By Arthur Steindler, M.D. Charles 
C. Thomas, Publisher. Springfield, 
Illinois, 1951. 208 pages. Cloth. 


Regional Orthopedic Surgery. By 
Paul C. Colonna, M.D. W. B. Saund- 
ers Company, Philadelphia and Lon- 
don, 1950. 706 pages. Cloth. $11.50. 


Surgery. Orthodox and Heterodox. 
By Sir William Heneage Ogilvie. 
Charles C. Thomas, Springfield, Illi- 
nois, 1948. 241 pages. Cloth. $4.00. 


(4) Visual Anatomy. Head and Neck. By 
Sidney M. Fridman, M.D. Charles 
C. Thomas, Springfield, Illinois, 1950. 
217 pages. Cloth. $6.50. 


Functional Anatomy Of The Limbs 
and Back. By W. Henry Hollinshead, 
Ph.D. W. B. Saunders Company, 
Philadelphia and London, 1951. 341 
pages. Cloth, $6.00. 





Allergies (colds)—new antihistamine 


Dietary deficiencies—daily vitamin 
supply 
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NEW PRODUCTS 


Polysorb. Sorbitan sequiolate ir. a petrolatum wax base. Polysorb is nonionic 
in character, of approximately neutral pH, odorless and will not develop 
alkalinity nor become dry when standing. It will emulsify solutions of 
strong electrolytes, acids or alkalis, and will absorb 8 to 10 times its 
weight of water or drug solutions. 

Indication: use as a prescription vehicle in dermatologic practice. 
E. Fougera and Company, Inc. 


(ytidine. One of the nucleosides of ribonucleic acid, in the form of cytidin 
sulfate. An important research chemical in studies of biochemical re- 
actions, it has been found to possess growth-promoting activity for cer- 
tain organisms. 

Schwartz Laboratories, Inc., New York, N. Y. 


Roniacol tartrate. A colorless liquid soluble in water and alcohol, 3 pyridine- 
menthanol or B-pyridyl-carbinol which is converted to nicotinic acid in 
the organism. In a recent paper published in the New York State J. of 
Med. I. H. Richter, M. Fogel and H. Fabricant reported on the effect of 
this vasodilator drug in arteriosclerosis obliterans. They concluded that 
“Roniacol appears to be more effective as a vasoldilator in arterio- 
sclerosis obliterans than other known drugs in common use . . . The 
results obtained thus far suggest the advisability of further study .. .”’ 

Hoffman-La Roche, Inc., Nutley, N. J. 


Dromoran Hydrobromide. New synthetic pain combating drug made from 
coal tars. E. Keutman and F. F. Foldes in the New England J. of Med. 
of February 1951 reported that the rapidity of onset of the analgesic ac- 
tion of Dromoran was about the same as that of morphine with an 


average duration of analgesia (5mg.) of 6.1 hours. Side effects: diapho- 
resis and drowsiness. 


Hoffman-La Roche, Inc., Switzerland and Nutley, N. J. 


Varidase. Streptokinase-Streptodernase. 
Indications: hemothorax, hematoma, empyema, osteomyelitis, draining 
sinuses, tuberculous abscesses, infected wounds or ulcers, severe burns. 
Supplied in vials containing 100,000 units of Streptokinase and 25,000 
units of Streptodernase. 


Lederle Laboratories Division, American Cyanamid Company, New York. 
RY. 


Mytolon. 2,5-bis-(3 diethylaminopropylamino) - benzoquinone - bis - benzyl- 
chloride. 
Indication: Muscle relaxation in surgery. It is free of side effects. 
Average dose during surgery is from 3 to 9 mg. (A 5 cc. ampule contains 
3 mg. per cc.) 
Sterling-Winthrop Research Iinstitute, Rensselaer, N. Y. 

Truozine Dulcet Tablets. (Meth-Dia-Mer-sulfonamides, Abbott) 0.3 Gm. with 
Penicillin 50,000 units. Each tablet contains 0.1 gm of sulfadiazine, sulfa- 
merazine and sulfamethazine and 50,000 units of Penicillin G potassium. 
Indication: infectious diseases; dosis: Children 3-4 tablets initially fol- 
lowed by 1-2 tablets every 4 hours. 


Abbott Laboratories, North Chicago, Illinois. 
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MODERN TREATMENT 
Relieves 


EYE IRRITATION 


OPTREX is a refreshing, decongestive 
ocular lotion which quickly relieves 
ocular irritations, such as eye strain, 
resulting from close work, reading, 
movies, television, dust and wind, 
bright artificial lighting, fatigue. 


OPTREX IS UNSURPASSED IN DAILY 
OCULAR HYGIENE and is prescribed 
and used by specialists throughout the 
world following treatment of the eyes. 


The scientifically designed eye cup 
which comes with every bottle permits 
a soothing, antiseptic treatment of the 
entire surface of the eye and eyelids. 


Your peony’ eyes are important, see 
that they get the best of care. Prove 
for yourself how OPTREX will relieve 
7 strain. Send for generous trial 
ottle. 


The Chemdrug Corp. 
730 Fifth Avenue, New York 19, N.Y. 


SEX MANUAL 


For Those Married or About To Be 
Written for the Layman 


Fifth Edition, Revised. A medical best 
seller. Eleven printings, 300,000 copies. 


By G. Lombard Kelly, A.B., B.S.Med., 
M.D., President and Professor of Ana- 
tomy, Medical College of Georgia. 


With a foreword by 


Robert B. Greenblatt, B.A., M.D., Pro- 
fessor of Endocrinology in the Medical 
College of Georgia. 


Ethically distributed. Sold only to 
physicians, medical students, nurses, 
medical bookstores or on physicians, 
prescription. This policy strictly ad- 
hered to. 

Some of the 25 chapters cover sexual 
lubricants, use of condom, first inter- 
course, frequency, positions, clitoris con- 
tact, orgasm delay by local anesthesia, 
impotence, climacteric, birth control, 
etc 

Paper cover, 88 pp. (35,000 words), 
12 cuts, Single copy, 76c; 2 to 9 copies, 
66c ea.; 10 to 24 copies, 6l1c ea.; 25 to 
49 copies, 5ic ea.; 50 to 99 copies, 46c 
ea.; 100 or more, 4lc ea. P'JSTPAID. 
Terms:—REMITTANCE WITH ORDER; 
NO COD'’s. Satisfaction guaranteed. 
Retail price, $1.00 to patients in medical 
bookstores, or when sold on prescrip- 
tion. Descriptive folder on request. 


SOUTHERN MEDICAL SUPPLY CO. 
P.O. Box 1168K Augusta, Ga. 


August, 1951 


NOW AVAILABLE 
CACODYNE 


An lsotonic Colloidal 


lodine Cacodylate 


Indicated: In all ARTERIAL DIS. 
EASES — Coronary, Cerebral, 
Mesenteric — Hypertension, 
Angiitis Obliterans. 


Frequency of administration is re- 
duced with improvement and 
gradually withdrawn when symptom 
free. 


For intramuscular or intravenous 
injection. 


No known contraindications. 


CACODYNE CREATES 
CARDIAC RESERVE 


For Reprints and Information 
Address 


RESEARCH 
MEDICATIONS 


INC. 


542 Fifth Avenue 
New York 19, N. Y. 
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